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 This visit was for a Post Survey Revisit (PSR) to 

a Recertification and State Licensure Survey 

completed on 07/11/14.  

Survey dates: August 27 and 28, 2014

Facility Number:  000216

Provider Number:  155323

AIM Number:  100267580

Survey Team:

Heather Hite, RN - TC

Caitlyn Doyle, RN

Jennifer Redlin, RN

Julie Ferguson, RN

  

Census bed type:

SNF/NF: 48

Total: 48

Census Payor type:

Medicare: 7

Medicaid: 36

Other: 5

Total: 48

Whispering Pines Rehabilitation Centre was 

found to be in compliance with 42 CFR Part 483, 

Subpart B and 410 IAC 16.2-3.1 in regard to the 

PSR to the Recertification and State Licensure 

Survey.

Quality review completed on September 2, 2014, 

by Janelyn Kulik, RN.
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